inguinal canal. The plane of the posterior wall of the inguinal canal is downwards to the back of the inguinal ligament and to the most medial end of the ilio-pectineal line. In the interval or space between the attachment of the transversus aponeurosis to the inner end of the ilio-pectineal line and the femoral vein, the posterior wall passes down to the back of the inguinal ligament and then turns back to its attachment to the iliopectineal line. To stitch the cut edge of the transversus aponeurosis directly to Cooper's ligament drags the posterior wall backwards out of its normal alignment and brings the suture line under marked tension.
(2) White fibrous tissue or tendon should be joined to similar tissue for this gives the strongest repair. Koontz (1926) has shown that cut muscle does unite to fascia but as the amount of fibrous tissue in-muscle is limited, union is correspondingly weaker.
(3) Only cut or raw edges should be joined together for these give the maximum release of fibroblasts. The inguinal ligament is not a cut edge but when the cremaster muscle is removed the white fibres which join it to the inguinal ligament are severed and a raw edge results.
(4) Muscle, fat and areolar tissue must not intervene at the line of union. When the cut edge of the transversus aponeurosis is stitched to the inguinal ligament care should be taken that the muscle fibres of the internal oblique do not intervene and that extraperitoneal fat does not get in the way. Koontz (1926) has shown that areolar tissue is a barrier to fibrous union. Prior to suture the shining fibres of the inguinal ligament or the deep femoral arch should be exposed by wiping away the areolar tissue on their surfaces.
Mr R E Isaac (Aberystwyth) stressed the importance of the variations in the attachment of the conjoint tendon to the ilio-pectineal line. In large hernias, the ilio-pectineal line could easily be palpated in the recumbent patient through the external ring and the degree of attachment of the conjoint tendon ascertained. If this attachment is absent or deficient, the conjoint tendon must be sutured down to Cooper's ligament with the aid of a relaxant incision. following Thyroidectomy [Summary] by R Harvard Davis BM (Cardiff) In 1936 Kramer suggested that there might be a condition of partial hypoparathyroidism with mild symptoms and a normal plasma calcium. Previous estimates of the incidence of hypoparathyroidism following thyroidectomy have varied between 05% and 4%, and are probably inaccurate because the definition of hypoparathyroidism has been vague. Tetany is not synonymous with hypoparathyroidism nor is the plasma calcium a reliable indication of parathyroid function. A satisfactory definition of hypoparathyroidism, in keeping with the known experimental facts (Patt & Luckhardt 1942) , is that the condition is present if the parathyroid glands are unable to maintain the plasma calcium when efforts are made to reduce it artificially.
The total population in the survey consisted of two parts: My own patients (the Cardiff group numbering 46) and those in a defined area in the Vale of Glamorgan, making a total of 80 patients. All these thyroidectomy patients were visited and a specimen of their blood obtained. For practical reasons it was not possible to follow up the patients in the Vale of Glamorgan, and the figure for the incidence of partial hypoparathyroidism is drawn from the Cardiff group only. Blood was also obtained from 82 normal persons selected by a random process from the population of the Rhondda Fach in Glamorgan. Fig 1 shows the frequency distribution of the plasma calcium values of these two groups. The mean values differ significantly, but more important is the difference in the distribution of the values. Only 10 % ofthe control group had plasmacalcium values of less than 9 3 mg/100 ml, whereas 34% of the thyroidectomy group had a value less than 9 3 mg/100 ml. Table 1 shows the symptoms complained of by the thyroidectomy subjects when they were inter- The patients with a plasma calcium at the lower limit of normal were submitted to the calcium deprivation test (Smith et al. 1960) . The response to this test in a normal person is shown in Fig 2, whilst the response in a case of partial postoperative hypoparathyroidism is shown in Fig 3. This survey of patients in Glamorgan who had had a thyroidectomy reveals a high incidence of plasma calcium values in the lower range of normal. Calcium deprivation shows that, in many 
